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Quality M fable Cost 


ADMISSION RECORD 


Admission Is Done Through —Grtiiergency Doro 


Cash Haryana Govt. |ECHS la | Others 


Occupation 


Marital Status 
O Married D Single 
O Widow O Spinster 


Aadhar Card No. 


£ 
aco 236 yo | SITE 
Ward/Bed category: Referred by Doctor/Hospital & Address: 
| a? 
| 


Discharge: | Length of stay: Time When Consultant Approved | Time When Patient Left The 
Clinical Unit 


Signature of Patient | Signature of Relative/Next of Kin LA Signature of Admission Staff 
y > Le 3 
„5 eee. 


_ ICD/ICDP Code 


al Diagnosis 


econdary Diagnosis 


Operation/Procedure 


with Date 


Complication 


Trauma Cases: (Put Tick(v) mark) Trauma In-charge Dr 


MLC Bor MLR Jindal Hospital | MLR Outside 


Triage O Red Ah O Yellow O Green 


Grade 
5 * m> | 

Bed/Room | Pate |2 a lo | 

Category From ds 

Allotment 


To | | 
: 49 
Result 7 47 / 


Unchanged Worse Improved Recovered | Expired | 


ACTIVITY SHEET 
Advance Deposit 
R.no /Bill No Sign Date | Amount 


R.no./Bill No. 


Visit Charge/Procedure/Operation _ 


Consultant Name Visit Bed Category/Operation & 
_Procedure 


| Amount — 


Total Charges | = 


Services 


| ABP 


Others 


Sign 
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Date 

Page No 
ESTIMATE FORM 
To Be Filled by Ward Supervisor/Counselor 
Patient Profile 
Patient Name: 
: 6 Gn Age: KA sex M 
UHIDNO.: 
9 $s 9 Date of Admission: 2 2 
Consultant Name: DR. vj Rp Bao! Department: wart’ 
Diagnosis: t- 


Procedure Planned: 


PACKAGE: O yes Ae 


If "YES" package amount Rs. with days of hospital stay. 


If "NO" predefined package then cost estimate is as follows: 


Room Categorywith Charge (Kindly tick on appropriate room category): 


O | rmco1 Room Bed Charges-GW E 
[O | rmco2 | RoomsedChargesBType | æ f 
| RMCO3 | _RoomBedChargesatpe | ĩᷣ — 
I Rmcoa |  RoomBedCharges-C Type | 1200 | 
am cmo IN 
[nos | I Room Sed ˙ AA 


Room Bed Charges-SBT 
Room Bed Charges-DLRS-OP 
Room Bed Charges-DLRD-OP 


> 


Room Bed Charges-HDU 
Room Bed Charges-BU 


Room Bed Charges-ICU 

Room Bed Charges-ISO 

Room Bed Charges-DCR 

Room Bed Charges-CDCR 

Room Bed Charges-CDCR-S 
RMC21-Bed Charges of Attendant 
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Note; 
she above estimate ha 


3 ; S bee 
atient during treat n Prepared 
upon the clinica] a Owever t Keeping in view the normal conditions of the 


i e actual 1 ; 
iti n i al cost ma ficantly vary depending 
hreateningcon » Severit ; y significantly vary j 
e patient Nie ofthe patient, of diseases or any un foreseen emergency / life 
n sto un € 
y ergo r 
per surgeons ees, ee” Procedure/surgery, the charges for operation 
le setcwillbe Char ed extra un investigations, medicines, consumables, 
, Estimate willsignificantly varyincase d, bs hospital policy 
Equipment char hi Case you op 
hospital policy. Cable for the 


Bed side procedure ch 
zi ar, 
hospital. Bes are charged extra as per schedule of charges for the 


fies Patient requires isolation room durin 
be billed as per the Policy of the hospital 

, Blood Component-Reservation 
sumption : 


t for higher or lower toom type 


Ses as app 
Patient will be charged extra as per the 


g his/her stay at the hospital the same will 
Testing & Processing charges are as per actual 
Drugs, Consumable Charges as per actual consumption. Incase of packages any drugs & 


consu mables not included inthe package will be charges as per actual. 


Emergency Charges are applicable for all patients admitted, operated, treated, 
investigated or undergoing procedures from 8:00 PM to 6:00AM from Monday to 


Saturday, 24 Hours on Sunday & Public holidays. 


n case any investigation, treatment or procedure is done through outsourced agency 
then actual rates for the same services/products will be applicable. 
- Extra Food/Beverage or Special Food/Beverages ordered for the patient, apart from 
the one prescribed by the dietitian will be charged as per actual. 
| „ All patients need to maintain positive (credit) balance with respect to billing. 


> Deposit amount linked to the surgery/procedure/treatment needs to be paid to the 
hospital prior to initiating the treatment. 
| ocedure is required due to contingencies or to save life of the 
R he same will be duly carried out and the 
pati ng the course of treatment the | 
patient, Sea SB be intimated for approval / information by the treating Doctor. 
Po tood everything explained to me including In patient Guidelines. | 
3 i have dhere by the hospital schedule of charges against my patient medical 
— eI onsumption & take full responsibility of clearing bill & balance for the 
requirement / © 
sn dure, investigations, drugs, consumables, 
r surgery, procedure, | 
| have been counseled fo 155 ee) A en 
rooms rents (Class Upgra Es 


same. 


* 


> Incase any additional pr 
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Patient Copy 


O.P. JINDAL INSTITUTE OF CANCER 8 CARDIAC RESEARCH 
Model Town Hisar 


one No.:01662-221169, 220511 


een NN 


Be BR : 5 Date : 02-Jul-2022 

Name : SUNDER SINGH IPD No. : 6904/1AD/220 

Consultant ame : Dr. Vivek Bansal, D.M. Age / Gender : SOY / Male 
UHID No, : 305503/UHID 


Credit z 
Cord 218328581242 9812595472 5,000.00 


Amountin words : Five Thousand Rupee Only 


Prepared By : FOJASM647 Printed By : FOJASM647 
- B< -------------------------- AA ðͤ OO 
B O.P. JINDAL INSTITUTE OF CANCER & CARDIAC 


an ¡PD RECEIPT 
Receipt No. : 17015/IPRC/220 Date 
Patient Name : SUNDER SINGH IPD No. 


* Consultant Name Dr. Vivek Bansal, D.M, Age / Gender 2.8 


UHID No. 


Payment Mode Gard No. 


Credit Card 218328581242 9812595472 


Amount in words : Five Thousand Rupee Only 


Printed By : FOJASM647 


Prepared By : FOJASM647 
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Patient identification/Addressogran 


4 O.P. JINDAL INSTITUTE OF 


HIM 
CANCER 4 CARDIAC RESEARCH | Patients Name PT 
Quality Medical Care Au Affordable Cast C 
IPD Consultant Name del 
Date 8904/1AD/220 
Transfer Record Sheet 
Dat. ; 
= aime Transfer Patient Document Handover 
From To Pt. File Charts | X-Rays films 8. | CT No. | MRI No. 


No. 


29 


q ; 
a le Mo Eran | , E 3 
wand 
Any Pending Diagnostic (Lab & Radio) test repont/documents_ WA ͥœẽ—bd 


Any specific equipment used€tOxygen-Ventilator O Monitor I Pulse oxymeter II Syringe PumpNo. Others 
Any pending billing entry in HIS: Remarks 


Vitals: HR Pia BP 98 14 le) Spo. a4 Temp, 


—— = 
Shifted By(Sign) | TER Received By(Sign) 
Name(Block letters) C er * Name(Block letters 

a . 


Medical | Nasi 1 
Officer | IA 


Date Time Transfer Patient Document Handover | 
From To Pt. File Charts | X-Rays films & | CT No. N j 
No. 


Any Pending Diagnostic (Lab & Radio) test report/documents I 
Any specific equipment used O Oxygen O Ventilator O Monitor C Pulse oxymeter DI Syringe Pump! 
Any pending billing entry in HIS: Remarks, 


Vitals: HR. BP. Spo: Temp. 
Shifted By(Sign) Medes Nursing | Received even) 
Name(Block letters fficer Officer Name(Block letters 


= 


Date Time Transfer Patient Document Hand 
From To Pt. File Charts | X-Rays films & 
No. 


Any Pending Diagnostic (Lab & Radio) test report/documents, 
Any specific equipment used O Oxygen E Ventilator O Monitor O Pulse oxymeter O $ 
Any pending billing entry in HIS: a 


Vitals: HR BP. 
Shifted By(Sign) Medical Nursing 
amatblock letters Officer Officer Na 


N ocli 
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O.P. JINDAL INSTITUTE 
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duty ec Cm At Mad Cu 


Patient identification/, rei 55 
Patients Name a 
PD. Consultant 


alar Page No 
GENERAL CONSENT FOR ADMISSION 8: TREATMENT 
eff wa AR & fee ma AAA u 


Ward (as): AD a No. (Sg Far): Blood Group(Trazf): 
| (patient name) Re S Father/Husband 


hame 


give consent for admission of 
myselffrelative_ name & relation), into NCJIMCARE & OPJICACRE hospital 


under the supervision of Dr. y ek le 2 for investigation & treatment. 


Hada a am) 


oT AA aaa at / amu RAR, 


AN the treating doctor to perform any emergency medical/surgica 
procedure without prior approval from me when situation warranted. 


A te 
aa aa RA Here dad El 


_ fase been given the option of a second opinion from similar special 
of this hospital which | can choose. | have been made to understand 


outside the panel of this hospital is not permissible during the stay in 
approval of the medical director/medical superintendent. $ 


za Su A À Hea RR A WAY AA RN 
Hai a & fer aeaa A ae ua fer a 
C 
l/weas a patient & my family members has got the right to refuse 
Ta, aña HR aaa UGR & ga & wo A RA 
a ANT El 


Proposed treatment accepted O Proposed treatment no 
meaa SUR FAR & mada soa 
If not accepted patient/relative have to give a written letter to 


RIE FAR ER AE ot ASA at 
èat AmI 


Scanned with CamScanner 


10.1 am made aware about the general rules , regulations & the disciplinary conduct as expected 

dom me & my visitors & | pledge to abide by them during the course of my hospital stay. 
AA Feeder at aa a Aa, a atte agea & ae A Tara aa & she A 
AT AY fordere eraa A raras aros atte Fra wT aa PI 


A. understand that | shall be responsible for my personal belongings, money, mobile & valuables 
and shall not hold the hospital authorities in case of any unfortunate mishaps/losses. 


ADA ae Barren man E K . Hach drat an BS mara, OA aie IA ATA TEGA 


am wad a f atte go apt / ze eta ara A Paar Aet | 


12.1 nominate Mr/Mrs 22 relationship 
to receive information on myl behalf he needed. 
4 


a / Brat ada 
ESA 


431 am aware of the following information & provided with a hospital information booklet- 
BA muaa qual gaat & arr eat aaa at a 
a. Visiting hours in the hospital are from 12:30 PM to 02:30 PM in the morning & 04:00 PM 
to 06:00 PM in the evening including Sunday & public holiday. During visiting hours only 
two visitors are allowed at a time. Only one visitor is allowed to be with the patients in 


non-visiting hours. ' 
aia ù Baa a waa fear a aaa Haare ARA ge 12:30PMto0230 | 
PM 3ftz 2m 04:00 PM to 06:00 PM. wa À frei & waa man Ar A 
at fra wed El ate wa fers TE cath ater UE NE | 

N patient will be admitted without advance deposits as per admission guidelines. mn 


zama Baas añ) 5 ager a weit aa arca fea 


ra sá dá fal rem 
Flowers (fresh/dry) for the patient are not allowed. Y 
añ S fre qa (ara / Sts) aA Ría el El 7 
No eatables without permission from treating doctor/dietician/ staff nurse shall | 


bri ht to the patient. 

ada „ AR AATA y ean aaa ap & Ma ms m 
ar Are 

fa él ot allowed as visitors during visiting hours e 


- 12 years are ni 3 N 
3 crien P E & only for genuine compassionate reasons. 


72 me an za ua TERY E ATS 

a + a agafà dd us . 
fire arm shall be brought within hospital premises. 

TT.. Keita A EA 


ia 


POSE 4 juyn beh, 


Patient identifi ungen ainan zker) 
Patients Name Toso Sex, UHID. 


* Bansal, OM. 
ed. Con mm _Ward 


39041AD/220 


100 Hey B - 


Date al 


Page No 


INITIAL ASSESSMENT FORM (Trauma & = 2 
hte (To Be Filled By the Resident Medical Officer/Clinician Post Triage) 
a itial assessment to be done within 10 Minutes in casualty post triage. 
ime Of Reaching At The tria y 
: ge area: 1E i iti ; 
Medios e zai = vy Time of Initial Assessment A OT 
Reason for Admission (Chief Com; 


¢ fo —Pbdomu GP Dukuh . 


Note: è 


NIA = ae ee Ya 
Weather the patient has come within 72 hrs for similar complaints post discharge- Yes/No 


Allergies: Do OYes 
if yes describe Drug/Food/Latex/Dyes/Contrast/Other: 


Current Medication/Treatment (E.g. Blood thinner (thrombolytic), Aspirin, Heparin, Other): 


Sr. No. Name of Medicine Dose Frequency Date/Time of last Dose 
1 
= E 
Past History: 
E If yes Since when If yes Since when 
Hypertension Ve HO / ca Yes/No 
Diabetes Yes/No COPD/Asthma Yes/No 
Tuberculosis Yes/No Epilepsy Yes/| 
Others Yes/| 
Personal History 
If yes 
| Smoking Since. Per day 

Alcohol Since. (Frequency) £ 
Drugs Since. (Frequency) 

fobacco Since. (Frequency) 
Diet Since (Freguency) 
Others 


Last Meal: 


pase Medical/Surgical /Obs-Gynae/LMP/Hospitalization History: 


Family History: 
Hypertension 
Heart Disease 


Yes/No Asthma 
Yes/No Stroke 
Yes/No Arthritis/Gout 


Diabetes 

I quberculosis Yes, Cancer 

1 Ves Nd Any others chronic disease 
p 


he Patient/Relative/Next Of ein / accompanying Person 


Declaration By TI iir 
hat the facts recorded above are based on my narratio aaa: 


I hereby declare t 
knowledge. 
ps 195 of Patient/Next of Kin/Relative: 


p T 
signature: JA] 
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IPD, Consultant Namı eg l! 


Di de 


TRIAGE FORM FOR ADULT 


Date & Time of Patient Arrival at Emergency: TID dam DA 
o Obstructed Airway - not breathing D Seizure- current H Cardiac arrest 


O Burn - facial / inhalation DO Hypoglycemia - glucose less than 54mg/dl 
O High energy transfer (severe mechanism H Level of consciousness reduced / confused 

of injury) O Coughing blood 4 
O Shortness of breath - acute D Stabbed neck 7 
O Chest pain O Hemorrhage - uncontrolled (arterial diese“ 
O Seizure- post ictal O Focal neurology - acute (stroke) 
O Aggression O Dislocation of larger joint (not finger or toe) 


O Threatened limb O Diabetic - glucose over 198 mg/ 


O Eye Injury ketonuria Ä 
O Fracture - compound (with a break in O Pregnancy and abdominal trauma 

skin) D Pregnancy and abdominal pain 
O Burn over 20 O Severe pen 5 Do 
O Burn - electfical O Vomiting fresh blood 


Ae ee 
O Burn - circumferential 


O Burn chemical Poisoning / 
overdose 


O Haemorrhage - controlled O Burn - other 

O Dislocation of finger or toe .LEAbdominal pain ra 
O Fracture - closed (no break in skin) ODiabetic- glucose over 306 n 
O Vomiting persistently O Pregnancy and trauma 

O Moderate pain O Pregnancy and PV bl 


ADULT TEWS (Triage early warning system) 
Older than 12 years / taller than 150 cm tall 


3 2 . 1 
Mobility | [walkin With Help 
0 
RR less than 9 zar 15-20 
BR less than 41 | 41-50 [517100 101-110 
1 > [101199 
Lessthan | 71-80 81 1 
SBP 7 = 
if Cold or Bee ie 
E Under AC(101.12'F) 
35°C(95"F) í 
AVPU Confused 
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Score 
Use only for Patient < 5yrs of age 
(face, legs, activity, cry, consol ability) (Used for children below 5 
years) Pain score is more than or equal to five then consultant shall 
be notified. 


No particular 
expression or 
smile 


Frequently to 
constant 
quivering chin, 
clenched jaw 


Occasionally 
grimace or frown, 
withdrawn, 
disinterested 


Legs Kicking or legs 


drawn up 


Normal 
position or 
relaxed 
Lying quietly, 
normal 
position, 
move easily 


Uneasy, restless, 
tense 


Activity Arched, rigid or 


jerking 


Squirming, shifting 
back & forth, tense 


Crying steadily, 
screams or 
sobs, 
frequently 
complaints 


Cry No cry(awake 


or asleep) 


Means or whimpers 
occasional 
complaints 


Difficult to 
console or 
comfort 


Consolability | Content, 


relaxed 


Reassured by 
occasionally 
touching, hugging or 
being talked to, 

| distractible 


2NAS= For patients above 13 years or older. Zero will represent no 
ain, a rating of 5 would indicate that the patient is experiencing 

moderate pain and rating of 10 would indicate the i A 

pain and accordingly, action to be taken. This is also tee eee 

analog scale (VAS). VAS can measure efficacy of analgesics by a 

particular analgesic by noting this course before & after treatment. 

0-10 VAS Numeric Pain Distress Scale 

> Moderate Unbearable 

pain 


age and those unable to comprehend the numerical scale.) 


Mild pain Discomfortins Distressing 
Annoying Nagging Troublesome, Measurable, 
Wausesting,  Agonising or 


No pain 


Intense 
Dreadful, Horrible 
Cranping 


4.Behavioural Pain Si 
For Patients on Ventilator/Unconsci 


Criteria El 2 
1 Partial 


Movement 
Compliance 

With 

Ventilator 


Tolerating 
Movement 


Do you have zaa 
pain now: 
DYes No 


Location: 


Duration: 


Quality: 
D Constant 
D Intermittent 


Character: 
D Lacerating 
O Burning 

O Radiating 


Exacerbating 
Factors: 


Reliving Factors: 
O Rest 

O Medication 

O Others 


Does it affect your 
daily routine? 
OYes ONo 
Sleep: 

O Yes 


a asl“ 27% % - 
| Jae 


ET 
mm 


BE 


1 


ung > ındıng AULA 
si 14/21 


ZIws'o< ndino auun 
uiw /05-0 e asind 


| 
| 
5 NA R 3 8 ulw/6ZT-OS 3188 asınd 
A = 
a as Te | ha! ulW/OET< 3y asind AAA 
“at 


ol) SHww 06<d8 dijoIsAs 
1 5 SU 06>dg 210155 
7 uk — KA = 
| 1 
2 Fe van 


310A 0) asuodsay 


— | 


In 


} “| | | | | | 
2 pal i | | 
solve [ee | ec 48] 02 [61 Ser yer [er [er In [er er ++ | or | 60 | 80 | 


= L MOJA SF : 
ae 34025 ONINYVM MAYI ne Selm 
dcs. awen suae, k 
A — HOYYISIY OVIOSWO 9 UIONYO 


pp οehn np uated 


1 30 31NLLSNI 1VONIF d’O © 


Temperature | > 95-97.7 F (35-36,5 °C) 


Total Score 


| Oral/ RT| Time 


| Qty 


Iv Time 


Fluids 


Qty 


| Urine 


| Stool 


Output | Vomit 


Aspiration 


Others 


Previous Day Balance 


Remarks 


Initials of Nursing Officer 
| 


Note i advice needed = consider calling the consultant in- 


charge 


Monitoring Plan: To be completed as part of the patient's plan and updated follo. ing patient review, 


r 1 


Early Warning Score 


tion referral pathway 


EWS 0 


Cumulative EWS 1-4 


Cumulative EWS 4-6 


or 3 in any one parameter 


EWS 7 or more 


| Frequency of Moni 
Minimum 4 Hours 


Frequency of Monitoring 
Minimum Every Shift 


Clinical Response 
Continue Routine EWS 
monitoring with 
| every set of observation 
| + Inform Specialist Clinical Team of 
any clinical concern of symptoms 
| that 
may not be scored on EWS 


Clinical Response 
* Registered nurse 


* Specialist Clinical 


routine ward 


required 


itoring 


must 


review patient and discuss it with the Nurse in-Charge 


Team should be informed during their 


visit to establish treatment plan 
* The Nurse-in-Charge should c: 
if assessment suggests that more urgent review is 


| resident medical officer 


Frequency of Monitoring 
Minimum 1 hour 


Clinical Response 
* Registered nurse must review patient 
and inform Nurse-in-Charge 
* Nurse-in-Charge to urgently inform 
the 

RMO/consultant: response time <30 
minutes 
* Patient will be reviewed by the 
RMO/consultant who will notify the 


— appropriate team. 


Frequency of Monitoring 
Minimum % hour 


Clinical Response 

* Registered nurse must review patient 
and inform Nurse-in-Charge 

* Nurse-in-Charge to immediately 
inform the RMO/consultant response 
time <15 minutes 

* Patient to be reviewed by the 
appropriate covering doctor and 
escalate it to a consultation level, where 


| appropriate 


Patient identification/Addressogram (Sticker) 
Age Sex 


p. JINDAL INSTITUTE OF 3 
fe ADULT EARLY WARNING SCORE ellen 


NT 22 u 


IPD. Consultant Name, Ward 


_ Yellow: 1 
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O.P. JINDAL INSTITUTE OF CANCER & CARDIAC RESEARCH 


at, fren Fre ails Har we alse herd 
Model Town, Hisar - 125005 (Ate 2157, feart—125005) 


Ph : 01662-221169, 220169, 9896539128, 9896539182 
Email : info@ncjims.org website : www.ncjims.org 


| O 


OP. JINDAL 
INSTITUTE OF CANCER & CARDIAC RESEARCH _R.No.: 64871/0PRRC220P(02-Jul-2022) 


Patien 8 
u. 'SUNDER SINGH OPD Type : Emergency OPD 
¿DHANI Reg. Date &Time : 02-Jul-2022 14.14 
Reg. No. : HMC-HN-16435 Pan :59Y/Male Mob.:9812595472 | Registration Charge 200 New 
alentID ;305503/UHID V.From: 02-Jul-2022 V.To: 02-Jul-2022 


Deptt. $ Gestroentrol logy 


:6323/0E0/220 ng 


champa Spe Weight - Daily No. 7 
Nutritional dess SHA Height HR SÉ Temp_ Allergy :Drug Food Other 22 
one Normal BIA YA ee Nutritioned Asso. Disease : HT. CAD, DM CA __CVA 

R alt Restricted/Renal/Diabetic Renal Pain CC a 
ag" History: — pices aa — Fr a 
: Ay a: Njo talon, GAS i 
Presumptive Diagnosis Ls pete Qro 


Patie: i i igati i 
nt Examination & Investigation Advice | Medicine Strength Dose Instruction Duration 


lp U PrN NR. I 


“Lh gur tog Me (2 HOVL EY 
fans 


LE 


LL lv oraamar fonte ps (2400ty 


AsChHe TAP — Sija, © wo Low (eme UL 

Y L i Ge 
Ee Nn u Te pu — Mann bor wA MESS 
& ho vite Ao) — 


aD Economy luna 
@ T Univ oy Bn— 


(Deda. 


® crac Biunvam/ SaN AKA 


A 


Preventive Advice: 
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Name + SUNDER SINGH Collected 2/7/2022 6:29:00PM 


Recel - -21712022 6:30:18PM 
Lab No. | 382841007 Age; 59Years Gender: Male rn) - 217/2022 10:54:43PM 


Alc ststus P Ref By: Dr. VIVEK BANSAL Report Status Final 


Test Name Bio. Ref, Interval 


ALBUMIN, FLUID 
(Spectrophotometry) 


Type of Fluid ASCITIC 


Albumin 0.34 g/dl Not Established 


PROTEIN TOTAL, BODY FLUID 


Type of Fluid ASCITIC 


Protein, Total 


Interpretation 


DLC (DIFFERENTIAL LEUCOCYTE COUNT), FLUID 
(Manual) 


Neutrophils 4.00 % 


Lymphocytes 96.00 % 


Atypical cells No malignant cells seen. 


TLC (TOTAL LEUCOCYTE COUNT), FLUID 
(Manual) 


Type of Fluid ASCITIC 


SUNDER SINGH — 


Collected 27/2022 6:28:00PM 
4712022 6:30:18PM. > 
Lab No. 382841007 Age: 59 Years Gender: Wale 1 - 217/2022 10:54:43PM 
Alc sutus 5 


RefBy: br VIVEK BANSAL Report Status Final x 
Test Name Results Units Bio, Ref. Interval 
Result Not Established 
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eli Collected 2/7/2022 6:29:00PM 

Received 2/7/2022 6:30:18PM 
— — 1 Reported 2/7/2022 10:54:43PM 
p 


Ref By: Dr. VIVEK BANSAL Report Status Final 


Test Name 


Bio. Ref. Interval 
BED NO/ WARD NO 


BED NO/ WARD NO 824-ECON 


UHID/CR NO 


UHID/CR NO 305503/UHID 


IMPORTANT INSTRUCTIONS 


Test results reiessed in lo the specimen submited *All test results are dependen on the qualiy of me sample received by the Laborslory 
Laboratory investigations are only a tool to faciitate in 


amiving at a diagnosis and should be clinically correlated by the Referhg 
Physician *Sample repeats are accepied on 


request of Referring Physician within 7days post reporting *Repon delivery may be delayed due lo 
convenience is regretted *Certain tests may require further testing at additional cost for derivation of exact value 
Kinay suomi request ‘within 7Zhows posi reporting "Test tes may show Inlerlaberatory vi 


lunforeseen circumstances 


lations *The Courts/Forum at Demi shall havel 


all dispules/caims concerning the teste) & or results of tesi(s)*Test results are not valid for medeo legal purposes 
customer care Tel No. +91-11-38885050 for all queries related lo test results 


ive jurisdiction 


Sample arawn from outsde source 


LITT 
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